M
OST studies of informal caregivers to elderly adults have focused on the adverse effects of caregiving. These studies have found that informal caregivers experience high rates of burden (Zarit, Reever, & Bach-Peterson, 1980) , less satisfaction with social supports (Cantor, 1983; George & Gwyther, 1986) , and more depression, poorer physical health, and higher rates of psychotropic medication use than non-caregivers (George & Gwyther, 1986; Poulshock & Deimling, 1984; Schulz, O'Brien, Bookwala, & Fleissner, 1995) .
Recently, research has addressed the rewards of caregiving and positive factors that motivate caregivers to continue to care for their relatives. Kinney and Stephens (1989) examined rewards of caregiving and found that providing care to an impaired elderly person resulted in personal and interpersonal experiences described as "uplifts." Caregivers reported that caregiving gave them a sense of fulfillment, increased feelings of closeness to the care recipient, and gave them pleasure in day-to-day interactions with the care recipient. Other reasons why caregivers provided care included love, affection, commitment, and reciprocity to the care recipient (Horowitz, 1985; Motenko, 1989) . In short, caregiving may enhance the relationship between the caregiver and care recipient by allowing caregivers to express intimacy, love, and nurturing toward the care recipient.
The two-factor model of caregiving appraisal also addressed how positive as well as negative aspects of caregiving might affect a caregiver's well-being (Lawton, Moss, Kleban, Glicksman, & Rovine, 1991) . Caregivers' positive appraisals (i.e., caregiving satisfactions) and negative appraisals (i.e., burden and psychological distress) of the caregiving experience have been associated with their emotional and physical health status, perceptions of burden, and marital satisfaction (Lawton et al., 1991; Pruchno, Peters, & Burant, 1995; . Consequently, a useful approach to better understand caregiver burden may be to evaluate what caregivers find difficult and rewarding about caregiving and to examine the associations between these factors with a standardized measure of burden. To our knowledge, no previous study has assessed the associations among these three factors.
Studies of Difficulties and Rewards of Caregiving
Few studies have examined caregiving difficulties and rewards simultaneously. In one study of 50 women caring for husbands with dementia, wives who felt more frustration with caregiving reported more anxiety, depression, and poorer general well-being, whereas wives who felt more gratification from caregiving reported better well-being (Motenko, 1989) . Satisfaction with social supports was positively associated with more caregiving gratification. Hinrichsen, Hernandez, and Pollack (1992) documented the types of difficulties and rewards reported by caregivers to older depressed adults. Caregiving difficulties were related to the care recipient's illness (i.e., affective, behavioral, and cognitive symptoms), problems with the interpersonal relationship with the care recipient and with other family members, and practical and emotional aspects of caregiving. Caregiving rewards included the relationship with the care recipient, relationship with others, and a sense of satisfaction from caregiving. Caregivers reported more difficulties than rewards, and rewards did not lessen the amount of caregiver burden. This study examined associations between care recipient characteristics and caregiver emotional well-being with difficulties and rewards but did not evaluate the interaction of difficulties and rewards on burden.
In contrast to viewing caregiving difficulties and rewards
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as two separate constructs, Kinney and colleagues measured them on a continuum ranging from caregiving-related hassles to uplifts (Kinney & Stephens, 1989; Kinney, Stephens, Franks, & Norris, 1995) . Caregivers to stroke patients who had more hassles with caregiving activities also reported more depressive symptoms, negative social relationships, and lower well-being (Kinney et al., 1995) . Overall, caregivers reported more uplifts than hassles. However, well-being was more influenced by hassles than uplifts, although caregivers with more uplifts were less distressed. Studies based on the two-factor model of caregiving appraisal have found that the effects of positive and negative caregiving appraisals on well-being differed according to the relationship of the caregiver to the care recipient. Lawton et al. (1991) found that among caregivers to a parent with Alzheimer's disease, caregiving satisfaction was positively associated with positive affect and was not associated with burden; however among spouse caregivers, caregiving satisfaction was positively associated with positive affect, as well as burden and depression. Pruchno et al. (1995) evaluated the effects of caregiving satisfactions and stresses on the emotional and physical well-being of daughter and daughter-in-law caregivers, their husbands, and children. More caregiving satisfactions were associated with lower burden and more positive affect, and caregiving burden was positively associated with depression among all family members. These associations were stronger among the caregivers compared to other family members.
In summary, these studies recorded the types of difficulties and rewards that result from caregiving and found that caregiving difficulties were consistently associated with more burden and poorer well-being. However, caregiving rewards (or satisfactions) were less consistently associated with either better well-being or lower burden. It is possible that caregiving rewards may not affect burden independently but through their interaction with caregiving difficulties.
The current study examined the associations of selfreported rewards and difficulties with a standardized measure of caregiving burden, and it evaluated whether rewards modified the association between caregiving difficulties and burden. This study was conducted among caregivers to older patients discharged from a rehabilitation hospital and, thus, it differs from previous studies in several respects. The samples in most of the previous studies were composed of caregivers to persons with Alzheimer's disease or dementia, who had been caregivers for several years, on average. In contrast, the caregivers in the current sample were generally caring for persons with less severe cognitive and physical impairment, and had been caregiving for a shorter period of time. Thus, this study will extend the current information about difficulties and rewards of caregivers to patients with dementia to caregivers to older persons with a range of physical and cognitive impairments.
We followed the model proposed by Pearlin, Mullan, Semple, and Skaff (1990) . This model views caregiver stress as a dynamic process that results from a variety of caregiving-specific stressors (e.g., the care recipient's impairments, caregiving activities), characteristics of the caregiver and caregiving situation, and factors that might buffer the caregiver from stress (e.g., social support). We selected burden as the outcome measure because it is a frequentlyused measure of the negative psychological, economic, and physical effects of caring for an impaired person, and it has been used in a range of caregiving contexts.
This study addressed three research questions, which are stated below. 1. Do different types of caregiving difficulties (i.e., social, emotional, physical) and caregiving rewards (i.e., total number of rewards, and satisfaction and quality of care) have different associations with burden? 2. Are the associations between caregiving difficulties and burden affected by potential confounders (i.e., characteristics of the patient, caregiver, and caregiving situation associated with caregiving that alter the unadjusted association between caregiving difficulties and burden)? 3. Does the number of caregiving rewards modify the association between caregiving difficulties and burden?
METHOD
Patient and caregiver pairs were recruited from a suburban rehabilitation hospital in Baltimore, Maryland. All patients who were discharged to the community were eligible to participate in this study if they were aged 55 years and older, not terminally ill, and had an identified informal caregiver. An informal caregiver was defined as a relative, friend, or neighbor who was available during the patient's post-discharge period to supervise, assist, or perform personal and/or instrumental activities of daily living for the patient, without pay. Discharge lists of all adult patients from an in-patient geriatric rehabilitation unit and an in-patient acute rehabilitation unit were collected on a weekly basis. Within 2 weeks after the patient was discharged, a trained research assistant telephoned the patient and/or caregiver to determine whether the patient was eligible and whether the patient and caregiver were willing to participate in the study.
Recruitment was conducted from March 1992 to July 1994, until a total of 200 patient-caregiver pairs were enrolled. Data were collected through structured questionnaires administered by a trained research assistant in separate face-to-face interviews with the caregiver and the patient. Interviews took place at the caregiver's or patient's home within one month of the patient's discharge.
Caregiver Variables
The questionnaire for caregivers included standardized measures of sociodemographic and health status (the Older Americans Resources and Services self-reported health questionnaire; OARS; Duke University Center for the Study of Aging and Human Development, 1978) questions on caregiving activities and self-reported stress. For these analyses, marital status was dichotomized into married versus not married, and highest educational level was dichotomized into "high school graduate or less" versus "attended college or more education." Race was coded as White or African American. Caregiver's relationship to the patient was coded as spouse, daughter, or other (i.e., other relative, friend, or neighbor). A measure of the number of current medical conditions was constructed from the total number of seventeen possible self-reported medical conditions listed in the OARS health questionnaire. A self-rated health measure was based on the caregiver rating his/her health as excellent, good, fair, or poor (the last two categories were combined for these analyses). Caregivers were asked two questions on satisfaction with social support. One question asked about their satisfaction with the amount of contact that they had with family and friends; the other asked about their satisfaction with the amount of emotional support they received from family and friends. Responses could range on a 4-point scale from "very satisfied" to "very dissatisfied." For these analyses, responses were combined to "satisfied" or "not satisfied." Caregiving burden was measured using the 22-item Burden Interview (BI; Zarit et al., 1980) . Responses to each item ranged from never to nearly always. Responses were summed to form a single continuous score; if a respondent did not answer all 22 items, the score was adjusted for the number of items that were answered.
Caregiving Activity Variables
Amount of time caregiving was measured by the caregiver's report of the number of hours per day he/she performed personal and instrumental activities of daily living (IADLs and ADLs [activities of daily living]) for the patient. Response options were less than 1 hour per day, 1-2 hours per day, 3-4 hours, and 5+ hours. Amount of caregiving was measured by two continuous variables of the number of ADL activities (from 0-7) and IADL activities (from 0-7) with which the caregiver assisted the patient. Respite from caregiving activities was assessed by the caregiver's response to the question, "Do you feel you need to have time away from providing care to the patient?" Caregivers were also asked whether they had regularly scheduled time away from their caregiving activities.
Difficulties and Rewards
In open-ended questions at the end of the interview, caregivers were asked what they found difficult and rewarding about caregiving. These questions were worded, "What are three things that are difficult [rewarding] to you about caregiving?" Thus, a maximum of three responses was coded for each question. These questions allowed caregivers to describe positive and negative aspects of caregiving that might not have been covered by the closed-ended questions and standardized scales that were included earlier in the questionnaire. This format served to confirm caregivers' responses to closed-ended questions and to provide exploratory data on difficulties and rewards of caregiving (Aday, 1989) . In addition, it gave caregivers an opportunity to conclude the interview with a description of their own experiences.
Responses to the open-ended questions were recorded verbatim and then coded according to broad categories which were documented in a codebook, using standard methods for coding open-ended questions (Aday, 1989) . The coding categories were based on the words and phrases that the caregivers used. Each questionnaire was coded by two persons: a trained research assistant who did not perform that interview and one of the authors (Lisa Fredman). When coding discrepancies occurred, they were discussed and a single code was agreed on.
The responses to the questions on difficulties resulted in four mutually exclusive categories: social, emotional, physical, and financial difficulties. Examples of responses coded as social difficulties included: "inability to get away" or "lack of help from immediate family." Emotional difficulties included responses such as "difficult seeing patient getting worse," or "ungratefulness of patient." Physical difficulties included responses such as "difficult getting patient in and out of bed," or "keeping him/her clean." Due to the small number of caregivers reporting financial difficulties (n = 3), this category was excluded in these analyses. Caregivers could report up to three of the same type of difficulty (e.g., three emotional difficulties), a combination of difficulties (e.g., one social, one emotional, one physical), or no difficulties at all. The responses to rewards questions resulted in eight mutually exclusive categories: satisfaction ("I feel needed"), family obligation ("It comes with the marriage"), spiritually rewarding, quality of care ("He is getting good care"), patient need, patient characteristics ("He's a good person"), perseverance ("seeing a job through without quitting"), and caregiving was a learning experience. Over 75% of the responses fell into two categories of rewards: satisfaction, and quality of care. Because of this distribution, caregiving rewards were operationalized in three ways: a continuous variable of the total number of rewards (0-3), a dichotomous variable of caregiving satisfaction, and a dichotomous variable of quality of care.
Patient Variables
The questionnaire for patients included the same sociodemographic and health variables as the caregiver questionnaire. If the patient seemed cognitively or physically unable to answer the majority of questions, the caregiver served as a proxy respondent. Patients were categorized according to one of four reasons for being admitted to the rehabilitation hospital: frail elderly condition, stroke, hip fracture or hip or knee replacement, and other condition requiring rehabilitation (these ranged from automobile accidents or other traumatic injuries to chronic degenerative conditions such as Parkinson's disease). These categories were defined to conform to the caregiving literature, and to reflect admission diagnoses. If the patient had been hospitalized for a stroke or hip/knee fractures or replacement, then they were categorized according to their admission diagnosis. Patients were categorized as "frail elderly" if they had dementia (n = 3), had been admitted to the rehabilitation hospital because of functional decline as a result of deconditioning due to prolonged hospitalization for another condition (e.g., coronary artery bypass graft surgery, peripheral vascular surgery, sepsis, respiratory failure), or had multiple medical conditions (e.g., chronic obstructive pulmonary disease, congestive heart failure, rheumatoid arthritis) that did not fall into one of the other diagnostic groups. Patients were categorized as "other" rehabilitation condition if they were admitted for rehabilitation after an automobile accident or other trauma, had amputations or other uncommon diagnoses such as multiple sclerosis, Guillain-Barre syndrome, or poly neuropathies. When it was unclear whether to classify patients as frail elderly or as "other" rehabilitation condition, patients who were admitted to a dedicated in-patient geriatric unit were classified as frail elderly, and patients who were admitted to an acute in-patient rehabilitation unit were classified as "other" rehabilitation. A geriatrician classified the patients if there were further ambiguities.
Four measures of patient functioning were based on the caregiver's account. Caregivers were asked whether the care recipient could perform up to seven ADLs (e.g., eating, dressing, grooming, bathing, walking, transferring, and toileting), and seven IADLs (e.g., using the telephone, shopping, traveling, taking medications, handling finances, preparing meals, and doing housework) independently, or not (Katz, Ford, Moskowitz, Jackson, & Jaffee, 1963) . Separate summary measures were constructed of the number of ADL and IADL limitations. Caregivers reported on the frequency with which the care recipient exhibited each of four disruptive behaviors: wandering, disrupting the caregiver's sleep, abusive behaviors, and inappropriate urination or defecation. Due to the low prevalence of these behaviors, a dichotomous variable was created to indicate whether the patient had exhibited any of these behaviors ever or never. Cognitive status was measured by the Mini-Mental State Examination (Folstein, Folstein, & McHugh, 1975) .
Analyses
Analyses of factors associated with types of caregiving difficulties, caregiving rewards and burden were performed on the 200 caregiver-patient pairs. In descriptive analyses, type of difficulty was operationalized using caregivers reporting no difficulties as the referent group compared with caregivers reporting only social difficulties, only emotional difficulties, only physical difficulties, and caregivers reporting a combination of difficulties. In multivariable analyses, difficulties were operationalized using three dichotomous variables: social, emotional, and physical. A value of " 1 " indicated that the caregiver had reported that type of difficulty, and a value of "0" indicated the absence of the type of difficulty. Odds ratios and 95% confidence intervals (CIs) were calculated for associations between categorical variables and caregiver difficulties. T-tests and one-way analyses of variance (ANOVAs) were performed to evaluate associations between dichotomous and other categorical variables and Burden Interview (BI) score. Correlations were used to evaluate associations between continuous variables.
For analyses of factors associated with caregiving rewards, Mests and one-way ANOVAs were performed to evaluate associations with the total number of caregiving rewards; odds ratios and 95% CIs were used when caregiving rewards were operationalized as caregiving satisfaction or quality of care. Additionally, associations between patient and caregiver characteristics and the total number of caregiving rewards were performed among two subgroups of caregivers: White and Black caregivers, and caregivers with and without a college education.
Multiple regression analyses were performed to identify the associations of caregiving difficulties and rewards on BI score, controlling for significant covariables. Forward stepwise procedures were followed (Kleinbaum, Kupper, & Morgenstern, 1982) . Independent variables were selected for entry if their association with any type of difficulty and with BI score was significant at/? < = .10. Variables were entered sequentially in blocks. The first block contained the three difficulty variables. The second block contained caregiver demographic and health variables. This ensured that all regression models would be adjusted for significant caregiver sociodemographic variables. The third block contained caregiving activity variables, the fourth block contained patient variables, and the fifth block contained rewards. For each block, the individual variable that contributed the most to the existing model was added, followed by the next variable that contributed the most. Variables that did not contribute at p < = .10 were not added to the regression model.
To test whether caregiving rewards modified the associations between specific caregiving difficulties and burden, interaction terms between rewards and each type of caregiving difficulty (e.g., social, emotional, or physical) were added to the final model developed through forward stepwise procedures.
RESULTS

Description of the Sample
Between March 1992 and July 1994, 677 patients who were consecutively discharged were contacted to participate in this study. 245 patients were ineligible because they had no caregiver (n = 94) or a paid caregiver (n = 42), were discharged to a nursing home or group home (n = 52), were transferred to another hospital or died prior to contact (n -14), or were less than 55 years old (n = 43). Attempts to contact another 41 were unsuccessful. Two hundred (200) of the remaining 391 patient-caregiver pairs agreed to participate in the study. Most non-participants (n -119) gave no specific reason for not participating, and 72 said that their post-discharge situation was too hectic for them to be interviewed.
Of the 200 caregivers interviewed, 71% were female, 76% were White, and 72% were married. The majority of caregivers (87%) lived with the patient; their mean age was 61 years (SD = 15.35); one-third had some college education or more. Caregivers had a mean of 2.2 self-reported medical conditions (SD = 1.87). Most caregivers (70%) rated their own health as excellent or good. The mean burden (BI) score was 17.15, (SD = 14.32; range = 0-74). Caregivers generally were the patient's spouse (46%), followed by the patient's daughter (26%), and other relatives, friends, or neighbors (28%). The majority of caregivers (88%) were satisfied with the amount of social contact and emotional support they received.
With regard to caregiving activities, 75% of the caregivers had been providing care for less than one year. On average, caregivers provided help with 2.4 ADLs (SD = 2.00), and 4.9 IADLs (SD = 1.38). Almost half (45%) of the caregivers spent less than one hour per day performing or assisting the patient with ADLs or IADLs; 33% helped with these activities 1-4 hours per day, and 22% helped with these activities 5 or more hours per day. Thirty-nine percent (39%) of the caregivers said they had regularly scheduled time away from the caregiving, and 47% indicated that they needed respite from their caregiving activities.
The mean age of patients was 75 years (SD = 7.94). Sixtythree percent (63%) were female, 75% were White, and 50% were married. One-fifth had some college education or more. 52% of the patients rated their health as fair or poor. Ten perDownloaded from https://academic.oup.com/psychsocgerontology/article-abstract/53B/3/P165/545344 by guest on 30 December 2018 cent (10%) of the patients had been hospitalized for frail elderly conditions, 32% for stroke, 42% for hip fracture or hip or knee replacement, and 16% for other conditions requiring rehabilitation; 13% had exhibited disruptive behaviors. Proxy information was given by the caregiver for twelve patients (6%) who were too cognitively and/or physically impaired to provide information themselves. Table 1 presents the distribution of difficulties and rewards reported by caregivers. Forty-one percent (41%) of the caregivers reported no difficulties, 11% reported only social difficulties, 15% reported only emotional difficulties, 16% reported only physical difficulties, and 17% reported more than one type of difficulty. With regard to the distribution of rewards, 13% of the caregivers reported no rewards, 34% reported one reward, and 31% and 22% reported two and three rewards, respectively. The most frequently mentioned caregiving reward was satisfaction (70%), followed by quality of care (31%), perseverance (10%), patient characteristics (9%), family obligation (7%), spiritual reward (5%), and patient need (2%).
Tables 2 and 3 present associations (i.e., odds ratios and associated 95% confidence intervals, and t tests) for caregiver and patient characteristics with different types of caregiving difficulties. Caregivers with some college education were significantly more likely to report any type of difficulty. Daughters were significantly more likely than other non-spouse caregivers to report social difficulties, but were not significantly more likely to report physical, emotional, or combinations of difficulties. Caregivers had difficulties if they were younger. Likewise, caregivers who were in better health were significantly more likely to report emotional difficulties, as shown by the associations of self-rated health and number of medical conditions with emotional difficulties. Caregivers who reported fewer rewards reported significantly more difficulties in every category. Higher mean BI scores were significantly associated with each type of difficulty compared to caregivers who reported no difficulties (see Table 3 ). Caregiver sex, race, and living arrangements were not significantly associated with caregiving difficulties.
Caregivers who spent more time in caregiving activities and who needed respite from caregiving reported more difficulties than their counterparts. Not all of these associations were statistically significant, however. Caregivers who helped or supervised the patient with more ADLs and IADLs, performed caregiving tasks more hours/day, lacked scheduled time away from caregiving, and needed respite were more likely to report a combination of difficulties as compared to caregivers who spent less time in these activities.
With regard to patient factors, caregivers to patients who had more ADL and IADL limitations and exhibited disruptive behaviors reported combinations of difficulties significantly more often than caregivers to patients with fewer impairments. Patient age, sex, race, and educational status were not significantly associated with any type of difficulty. Table 4 presents associations of caregiver and patient characteristics with caregiving rewards. Caregivers reported more caregiving rewards if they were White, college-educated, in better health, younger, and the patient's daughter or other non-spouse relative. In general, these caregivers were more likely than their counterparts to report satisfaction and quality of care as caregiving rewards. Moreover, satisfaction was reported significantly more by caregivers who did not live with the patient, had respite from caregiving, and helped with fewer IADLs (at borderline significance). Quality of care was reported more by caregivers who were the patient's daughter, performed more ADLs (borderline), and cared for patients who exhibited disruptive behaviors, whereas caregiver health, living with the patient, and respite from caregiving were not associated with quality of care.
The results of subgroup analyses showed that caregiver race and education generally did not modify the associations between caregiver and patient characteristics and total number of caregiving rewards (results not shown). However, there were several exceptions. Better self-rated health was significantly associated with more rewards among White caregivers, but not among Black caregivers. Furthermore, education level modified the association between race and caregiving rewards. Among college-educated caregivers the mean number of caregiving rewards was similar among White and Black caregivers (1.91 and 2.00, respectively), however among caregivers with less education, White caregivers reported significantly more rewards than Black caregivers (1.60 and 1.18, respectively). Table 5 presents associations between caregiver characteristics, caregiving activities, and patient characteristics with burden. Caregivers had significantly higher mean BI scores if they were more educated, the patient's daughter (vs spouse or other relative), older (r = -.15, p < .05), and rated their health as poorer. They had higher BI scores if they spent more time in caregiving activities and lacked respite. Caregivers had sig- givers who said quality of care was a reward had significantly higher BI scores than their counterparts. With regard to patient factors, caregivers had higher BI scores if they cared for patients with more ADL (r = .35, p < .001) and IADL (r = .26, p < .001) limitations, poorer self-rated health, and who exhibited disruptive behaviors. Patient age (r = .02, p = .78), sex, race, and cognitive status (r = .08, p = .26) were not associated with burden. Table 6 presents the unadjusted mean BI scores for each combination of number of difficulties and rewards. The table highlights the trend of increasing burden, as the number of difficulties reported increases. Conversely, there is a trend of decreasing burden as the number of rewards reported increases. Table 7 shows the results of multiple linear regression analysis of associations between caregiving difficulties and burden, controlling for potential confounders. Variables were selected for entry into the multiple regression model if they were associated with any type of difficulty at/? < = .10. Thus, caregiver variables included age, education, relationship to patient, self-rated health status, and total number of medical conditions; caregiving activity variables included hours per day caregiving, time away from caregiving, caregiver's need for respite, number of ADLs and IADLs caregiver helps with, and change in social activities; patient variables included self-rated health status, number of ADL and IADL limitations, and disruptive behaviors.
Each type of difficulty was significantly associated with higher BI scores, controlling for significant covariables. Other variables that remained significant in the model were caregiver's self-rated health, age, number of medical conditions, time away from caregiving, and number of ADLs and IADLs that the caregiver performed for the patient. Disruptive behaviors was the only patient variable that contributed significantly to the model. The final model included an interaction term of caregiving rewards with social difficulties. This interaction indicated that more rewards reported reduced the effect of social difficulties on burden score. Another interaction term of caregiving rewards with emotional difficulties was of borderline statistical significance (Beta = 3.77, p -.076), and thus not included in the table. This interaction indicated that caregiving rewards in the presence of emotional difficulties increased burden score. 
DISCUSSION
This study found that caregiver burden was influenced by caregiving difficulties as well as caregiving rewards. Caregivers who reported more types of difficulty had increasingly higher BI scores. Furthermore, BI scores were higher among caregivers who experienced a range of difficulties versus those who reported only one type of difficulty. This result is consistent with Kinney et al. (1995) who found that caregivers who reported more types of hassles in caregiving reported lower levels of well-being. As caregiving rewards increased, BI scores decreased regardless of the number of difficulties, as shown in Table 6 . Moreover, among caregivers who reported social difficulties, those who had more rewards from caregiving reported less burden than those who had fewer rewards. This result suggests that rewards play a buffering role among caregivers who have social difficulties, consistent with the work of Wheaton (1985) who suggested that social support might buffer persons from stress.
An interaction between caregiving rewards and emotional difficulties was of borderline significance (results not shown). Caregivers reporting emotional difficulties had higher levels of burden as the number of rewards increased. This result contradicted what we had expected. One explanation is that caregivers who reported emotional difficulties also had a higher percentage of "hardship" rewards (e.g., rewards such as "perseverance" or "learning experiences"). Additional analyses showed that caregivers who reported emotional difficulties versus social difficulties only reported more "hardship" rewards, and that the result was of borderline significance (p = .08). Similarly, Motenko (1989) found significantly lower gratification among wife caregivers who felt that caregiving meant "responsibility" compared to those who felt that it meant "tender loving care." Other explanations are that rewards might not buffer emotional difficulties as much as social difficulties, or that social and emotional difficulties are different with regard to burden.
The types of difficulties and rewards reported by caregivers in this study were similar to those reported by caregivers to older adults with depression ) and Alzheimer's disease (Motenko, 1989) . The multiple linear regression results indicated that no one difficulty emerged as a stronger predictor of burden. These results are consistent with previous studies that found that caregiving resulted in different types of difficulties, including emotional strain (Cantor, 1983; George & Gwyther, 1986) and lower levels of well-being due to lack of social support and participation (George & Gwyther, 1986) .
Factors that are traditionally associated with burden were also associated with difficulties in our analyses. These factors included being the daughter of the care recipient (George & Gwyther, 1986; Horowitz, 1985; Mui, 1995; , caregiving for persons with more ADL and IADL limitations (Fredman, Daly, & Lazur, 1995; Lawton, Rajagopal, Brody, & Kleban, 1992; Poulshock & Deimling, 1984) , and lacking time away from caregiving. The higher prevalence of difficulties among caregivers in better health was probably due to difficulties being reported more by younger caregivers, who were also in better health.
Caregivers who were college-educated reported more difficulties, especially social, and a combination of difficulties, compared to caregivers with less education. These caregivers also reported a greater number of rewards, quality of care, and more burden. One explanation is that college-educated caregivers were more willing to discuss their situation, and therefore offered more examples of difficulties and rewards than less-educated caregivers. Alternatively, college-educated caregivers might be more burdened by the social impact of caregiving. Because college-educated caregivers tend to be younger, adult daughters, this result provides support for the greater burden of caregiving among adult daughters.
To date, only one other study has evaluated caregiving rewards using multiple regression analyses. Kinney et al. (1995) examined whether caregiver satisfactions protected caregivers from feeling distressed. Although "uplifts" (i.e., satisfactions) failed to demonstrate consistent direct associations with caregiver well-being, when the net effects of "uplifts" and "hassles" were measured against well-being, caregivers with more "uplifts" than "hassles" reported significantly less distress. Together with the findings of this study, these results suggest that rewards counteract the effect of caregiving difficulties on burden and distress.
This study had several limitations. Almost half of the eligible caregivers refused to participate; 72 of these caregivers said that their situation was too hectic. If these caregivers had participated in this study, higher rates of social and emotional difficulties and burden might have been observed. In fact, the average BI score of 17.2 found in this study was lower than the average BI score in studies of caregivers to persons with dementia (Hinrichsen & Ramirez, 1992; Intrieri & Rapp, 1994; Zarit et al., 1980) , stroke (Schulz, Tompkins, & Rau, 1988) , and survivors of myocardial infarction (Young & Kahana, 1995) . Whereas caregivers with high burden levels might have declined to participate in this study, another reason for lower average BI score is that the sample came from a rehabilitation hospital. Most care recipients needed caregivers because of impaired physical functioning rather than impaired cognitive functioning, to which the BI scale is very sensitive. This explanation is supported by the finding that the lowest mean BI scores were among caregivers to persons hospitalized for hip fracture/replacement (mean BI score = 13.9), a group that made up 42% of the sample.
Another possible limitation is the high proportion of caregivers who were not performing ADL tasks for the patient on a daily basis. This fact might have been a reason for the lower average BI score in this sample than in other samples, and for the low prevalence of difficulties reported by caregivers. Nonetheless, the results presented in Tables 2 and 5 suggest that level of caregiving difficulties and BI scores are similar among caregivers who perform ADL tasks four hours/day or less, and are significantly higher among caregivers who perform these activities more than 5 hours per day.
Because this study was cross-sectional, the effects that caregiving difficulties and rewards might have had on subsequent burden were not assessed. Caregivers were interviewed within one month of patient discharge and may not have had time to evaluate their roles as caregivers. This might account for the low BI scores, and for the large proportion (41%) of the sample who reported.no caregiving difficulties. Additionally, caregivers were limited to reporting only three rewards and difficulties, and thus we could not assess the effects of more than three rewards or difficulties on burden.
Nonetheless, this study had many strengths. It is the first study to evaluate the independent and complementary associations of self-reported rewards and difficulties on burden using multiple regression analysis. Second, burden was measured using a standardized scale, which allows for comparisons with other studies of caregiver burden. Third, the sample included caregivers to patients with a variety of diagnoses and caregiving needs, so that the results may be generalizable to caregivers of older post-rehabilitation patients with a range of diagnoses. Information obtained from the caregivers was solicited through face-to-face interviews, which is considered more reliable than telephone interviews or written questionnaires. Another strength of the study was the recruitment method: caregivers and patients were recruited through hospital discharge records, and not through media or support groups, thus reducing the effects of selfselection on the study results.
In conclusion, caregiving rewards and difficulties should be considered in evaluating caregiver burden and need for services. Caregiving rewards reduced the caregiver's level of burden. Identification of a main area of difficulty in caregiving would lead to a better understanding of the caregiver's stress, and to interventions that could target specific areas of need. For example, if social difficulties were strongly associated with burden for a caregiver, assistance might focus on increasing social support or activities. If emotional difficulties emerged as the stronger predictor of burden, interventions might include counseling or support groups for caregivers. In either case, increased awareness of the caregiver's difficulties with caregiving would assist health care providers to identify and aid caregivers with specific problems. Thus, the results of this study suggest that services might be more effective in reducing caregiver burden if they were matched to the types of caregiving difficulties and rewards reported by the caregiver.
